Fairly dense cellular infiltrate, up and displaced by strands, fibrinoid and arranged diffusely or in short strands. A small granular masses, stained yellow withl van amount of mucin in the right lower corner. x 80. Gieson. Narrow subepidermal strip in this and the p'revious picture almost unc!anged.
x 170.
Dr. Brian Russell; The facial lesion seemed to me almost cartilaginous in texture, not cedematous. In the lesions on the arms there were a large number of discrete, dome-shaped papules, at the upper limit of the confluent infiltrated plaques.
It is interesting to note the lack of response to thyroid therapy. Pillsbury and Stokes (Arch. Derm. Syph., Chicago (1931) 24, 255) in their report on a case of the plaque type, state that this form arising in the pretibial region is always associated with exophthalmic goitre whereas the tuberose form, in which there is diffuse infiltration of the-face, may, but often does not, react to thlyroid treatment. This patient falls in the latter tuberose group. On examination: Brown, very hard, nodular masses in skin of abdominal wall over an area 5 by 2 in. to right of operation scars at outer side of right rectus abdominis mainly below level of the umbilicus. Similar but more massive area with depressed scaly centre in mid-clavicular line over the lower left costal cartilages, 21 by 21 in. This is seated upon and adherent to an underlying infiltrated area forming a somewhat raised cushion extending about I in. all round the surface lesion. Individual nodules are I to: in. in diameter. The surface of the younger lesions is unaltered, that of the older ones is scaly or crusty (see fig.) . They never break down or discharge and are unaffected by her menstrual periods. No viscus felt, no enlarged lymph glands.
Nodules in Abdominal
Pathological examinations (November 1946).-W.R. and Kahn negative. Biopsy (November 18, 1946) .-From young nodule upper right abdomen (section shown).
Report (Dr. Muende).-The collagen in the mid-corium is very dense and numerous fibrocytes and groups of lymphoid cells can be found between the dense collagen bundles. The section shows no special pathological characteristics beyond these changes.
On December 6, 1946, the patient was put on a potassium iodide and mercury mixture t.d.s. as a therapeutic test and to-day shows some slight improvement. Probably another biopsy will have to be done from an older lesion.
Dr. Barber has suggested that the condition may be a type of the fibrosarcoma described by Darier and Ferrand (Ann. Derm. Syph., Paris, 1924, 5, 545) .
POSTSCRIPT (December 30, 1946 Chicago (1939) 40, 578) which shows two photographs of lesions very like those in this case, one on the left side of the abdomen and one in the right supraclavicularfossa. Binkley draws attention to the tendency of dermatofibrosarcoma to occur on sites corresponding to the embryonic mammary ridge which would apply to both the lesions in this case. The sections reproduced in these papers seem to meto resemble that from this case. POSTSCRIPT (March 14, 1947) .-A further biopsy (10.1.47) taken from an old lesion in the centre of the mass on the right side of the abdomen was reported on by both Dr. Muende and Dr. Freudenthal as fibrosarcoma. A curious feature is that three intravenous injections of N.A.B. given by Dr. Vincent Bates of West Malling at my suggestion have been followed by some reduction in the redness and hardness of the lesions.
Dr. F. Parkes Weber: I should like to support a suggestion-actually made to me by Dr. Goldsmith -that these lesions are of the nature of keloid. But what is the nature of keloid? Ordinary keloid is, I suggest, a chronic idiosyncratic reaction towards some substance which is normally produced in connexion with tfe healing of wounds. The reason why most people do not develop keloid after wounds is, I suggest, that they lack the special idiosyncrasy. There may be, moreover, a factor in connexion with the healing of wounds which in some cases causes the production of a great deal more of this hypothetical substance than in other cases. I think we can go a stage further. What is probably very much rarer is the local production of this hypothetical keloid-causing substance, in connexion, not with wounds, but with various kinds of irritation, such, for example, as the constant rubbing of clothes about the waist. This suggestion would explain the extreme rarity of keloid without wounds of any kind. I suggest that the hypothetical keloid-causing substance is formed not only in connexion with actual wounds but occasionally (though extremely rarely) with other irritations of the skin. That is what I suggest has happened in the present case, and that would explain why the appearance of the main (active) lesions is that of a rosy coloured fairly active keloid. If I am correct, the probability is that ultimately, when the patient grows considerably older, the lesions will become paler, the rosy colour will be lost, and the keloid growth will shrivel. Is it worth while on this theory to try the effects of local X-ray therapy, such as, I know, occasionally produces the cure of ordinary keloids? Dr. W. N. Goldsmith: It is true that I got the clinical impression of keloid before I knew anything of the histological structure; but there is, of course, the difficulty to which Dr. Parkes Weber has alluded, of the keloid arising where there is no scar. If, as Dr. Parkes Weber suggests, keloids are the result of an idiosyncratic reaction to a substance normally produced by healing wounds, one wonders why in this case there has been no such reaction in connexion with extensive scars elsewhere.
Dr. H. Corsi: The lesion does not appear to me in the least like a keloid: to say in words how we recognize physical signs, especially visual signs, is not easy; but in the main I would say that this lesion does not lie as near the surface as a keloid. A keloid is situated immediately under the epidermis, but this lesion lies deeper, a fact which is appreciable at the margins. There the edge of the tumour is palpable as it lies well below the normal skin. The tumour is, in fact, subcutaneous, but by extension towards the surface it has invaded and caused ulceration of the skin, and by extension deeply it has become attached to the costal cartilages.
I must disagree also with Dr. Parkes Weber's statement that spontaneous keloids, i.e. keloids not associated with any visible scar, are uncommon. I have seen a great number, particularly on the sternal region in women, a condition sometimes described as Alibert's disease.
Dr. Parkes Weber: I should like to point out that in my remarks I was referring only to the later lesions, those not connected with the operation.
Dr. A. C. Roxburgh: This condition does not look to me in the least like keloid. The lesions are not pink but brown, and not on the sites of the scars. On the left there is no scar near the lesion. This is some sort of fibrotic new growth, but not keloid.
A. L., a male, aged 17. For fourteen years this patient has been subject to an eruption on the face, particularly in its upper part. The attacks occur only in summer, between the months of May and September and last some three or four weeks with incomplete remissions of about six weeks. Attacks do not appear to be related to particular exposures to sun, wind or other provoking cause. The eruption is itchy and consists of some vesicles, with scaly patches.
His general health has always been good; there is no family history of any skin disorder.
This year, for the first time, the eruption has lasted until the present time of year.
On examnination.-There is a patchy scaly excoriated eruption symmetrically situated on the forehead, nose, and upper parts of the cheeks. No other abnormality found.
